with Whites. This is a result of high rates of endemic HBV infection in Asia and the Pacific Islands that is transmitted primarily from mother to child or acquired early in childhood.
Chronic HBV infection usually takes decades before it causes clinically systematic disease, mainly as liver failure and liver cancer. Because infection is clinically silent it is often diagnosed Approximately 19% are uninsured. HBV prevalence rates range from between 3% and 22% in New York City's AA community, varying by specific ethnic group, compared with fewer than 0.5% in the general U.S. population. 1 The highest rate occurs in Chinese Americans, specifically among individuals immigrating from the Fujian Province in China, a group accounting for the majority of the recent wave of Chinese immigrants to New York City, and a group further marked by low rates of education and health care resources.
For AA communities, this significant health disparity is further exacerbated by the stigma associated with HBV infection and cultural barriers to seeking help. 5, 6 Cultural beliefs have been shown to have a significant effect on perceptions of illness and health management in all populations, particularly immigrant communities. Cultural beliefs and influences represent key factors in understanding health care choices and service use. Among Asian subgroups, there exists a strong sense of group collectivism-individuality is submerged in the interest of group welfare. 7 In some Asian cultures, there is greater emphasis on self-help and informal help-seeking networks instead of the use of formal services. [8] [9] [10] Friends, neighbors, and family are readily accessed and consulted before turning to formal services. 7, 8 The added stigma associated with HBV may create a situation in which many individuals delay seeking both informal and formal support and services. Given the cultural influences on health promotion and behavior and the relative isolation of new Asian immigrants, community institutions and leaders from the community are well-positioned to serve as cultural brokers or bridges to link immigrant community members to needed resources and sources of information and destigmatizing certain health conditions. 11 Thus, communitybased, culturally tailored interventions have been identified in several studies as an effective way to increase cancer screenings, [12] [13] [14] [15] [16] improve diabetes management, 17 
Planning for Action
The key motto underlying AAHBP was and remains:
"From the community, by the community, to the community." With input from all partners, AAHBP's model program included a multi-pronged approach consisting of the following components: (1) Outreach and education; (2) screening; (3) vaccination; (4) follow-up evaluation and treatment; (5) program evaluation and data analysis; and (6) policy and advocacy ( Table 2 ).
The AAHBP dedicated the first 6 months to prioritizing goals, putting processes into place, and developing operational protocols. This left 6 months for AAHBP to accomplish its year 1 deliverables. This intensive planning period dedicated to developmental tasks fostered a shared vision and plan to address HBV disparities and a greater sense of ownership and investment in AAHBP, which was crucial to successfully accomplishing the educational, screening, vaccination, and treatment goals for year 1.
implementation and Refinement
In years 1 through 3, the AAHBP launched an intense city-wide, multimedia, multilingual educational campaign. Outreach and Education To raise awareness of HBV to AAs by conducting an aggressive multimedia campaign and to provide culturally and linguistically tailored educational interventions.
Screening
To identify individuals who are either HBV-infected or at risk through the provision of culturally and linguistically relevant no-cost screenings to APIs at multiple community-based sites throughout New York City.
Vaccination
To offer no-cost HBV vaccination to uninsured individuals found to be susceptible to HBV infection.
Follow-Up Evaluation and Treatment
To provide comprehensive cultural and linguistically relevant no-cost specialist evaluation and treatment to those determined to be infected with HBV.
Program Evaluation and Data Analysis
To maintain an extensive HBV registry for program evaluation, epidemiologic studies, and evaluation. • Raise awareness about HBV among all stakeholders
• Identify evidence-based best practices for
• Identification of the chronically infected.
• Outreach and vaccination for individuals who are at risk of infection.
• Provision and access to treatment and care for the chronically infected.
• Ensure sustainability and reach of evidence-based activities and practices through:
• Capacity building and collaborations through partnerships and coalitions.
• Dissemination of evidence-based strategies and practices.
• Advocacy for policy-and systems-level efforts in support of best practices to eliminate HBV-related disparities affecting AAs and NHPIs.
The BFree CEED is identifying best practices based on the experience, success and lessons learned from AAHBP. 
Strategies to Overcome Challenges Specific Examples and Steps Taken to Address Challenges
Creating shared vision and framework
• Co-learning process • Appreciating partner differences, expertise, and perspectives • Consensus-building activities • Mobilizing partners Five active community-based partners representing a considerable range of expertise/ interests from various academic disciplines, each had a unique vision of how the project should unfold. Partners all participated in creating a shared vision and outlining the framework and core services of the program. The program director's extensive experience in negotiating across cultures and agendas was key to facilitating group discussions and overcoming this challenge.
Transitioning from coalition to program
At the outset, decisions were made in a large group resulting in slow and cumbersome decision making. To streamline the process, smaller, more manageable task forces that included community, researchers, and clinicians with specific responsibilities were created within the coalition.
NYU served as the lead coordinating agency, centralizing all resources that were disbursed to partners according to jointly-developed Memorandum of Understanding (MOUs). Centralizing all activities ensured consistency in program development, implementation, and reporting, as well as continuity of services. The program director was placed at NYU to coordinate all aspects of the program and serve as the liaison with the City Council and the New York City Department of Health and Mental Hygiene (New York City DOHMH).
Negotiating roles and responsibilities
• Ensuring equitable budget allocations • Developing MOUs that explicitly defined roles and responsibilities
Roles and responsibilities were defined through joint participation in the development and implementation of the protocols. Jointly developed MOUs outlining the nature of their responsibilities and their compensation were signed by program partners. This process ensured shared understanding of expectations and program objectives.
Recognizing the "devil in the details"
• Establishing quality assurance protocols and ensuring compliance to these protocols • Establishing centralized and consistent messaging of AAHBP education and communication AAHBP activities were conducted at multi-site community-based sites all across New York City. It was critical that the program created rigorous quality assurance and program protocols before implementation. Six months of concerted planning with all partners was invested at the start of the program to identify potential challenges and barriers in all aspects of program development, from outreach, education, recruitment, screening, vaccination, referral, and treatment. A standardized implementation and quality assurance protocol was systemically created for each area. Core AAHBP staff and an external evaluator (assigned by the funder), visited each site to observe and monitor program activities and data collection.
Although each site provided data, the core repository was centralized at NYU. AAHBP staff extensively conducted chart-reviews and data cleaning on an ongoing basis to immediately identify discrepancies and potential challenges. AAHBP program staff centrally developed all core outreach and educational messages in collaboration with input from community partners and a advertising consultants to ensure cultural and language relevance.
Balancing the tension between service and research components
• Facilitating co-learning process to integrate the needs and priorities of community and service partners with academic partners • Ensuring that all partners have shared access to data and equal opportunity for publication and dissemination Two thirds of the city council funds were primarily dedicated to the service components of the AAHBP grant for vaccination, screening, and treatment costs. Academic partners felt the opportunity to amass a significant data set that captured several clinical points in time on underrepresented communities in clinical research was important, while community partners stressed the service component of the program.
The use of CBPR principles played a critical role in balancing the tension between service and research components and goals. Strategies that addressed the challenge required a co-learning process of partners' needs, agendas, and priorities and the recognition that all partners would participate in all areas of service and research components.
Competing tensions with the city health department and the AAHBP 
Balancing Research and Action
There was a strong need to balance action and research.
Com mu nity partners wanted timely dissemination of findings; however, adhering to scientific protocols required con sider able time between implementation, evaluation, and dissemination efforts. All screening and follow-up data were entered by the respective community partners. Each of these partners was given password-protected access to their sites database. Partners were encouraged to analyze their data and disseminate the findings to the community and by taking the lead in developing manuscripts for publication in professional public health journals. Given that the data was being collected and entered in various community settings, it was difficult to maintain rigorous protocols. This necessitated additional time being spent in the process of cleaning and coding the dataset, which affected the timely dissemination of publications in peer-reviewed publications. Moreover, it became evident that more time and resources were needed to support and build the capacity of community partners to lead or be actively engaged in the writing process.
ConCLuSion
Grassroots community organizing and academic-community partnerships that address significant health disparities can be successful in providing needed services and contribute to our current knowledge. It requires developing clearly defined and shared goals, effective leadership, constant partnership nurturing, and perseverance to overcome the challenges common to all such endeavors. Understanding a coalition's stages of development and planning can inform similar efforts across the country for the prevention of HBV and other health disparities.
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